Objective: The aim of this study was to explore possible differences in health care seeking behaviour among a rural and urban African population. Design: A cross sectional design was followed using the infrastructure of the PURE-SA study. Four rural and urban Setswana communities which represented different strata of urbanisation in the North West Province, South Africa, were selected. Structured interviews were held with 206 participants. Data on general demographic and socio-economic characteristics, health status, beliefs about health and (access to) health care was collected. Results: The results clearly illustrated differences in socio-economic characteristics, health status, beliefs about health, and health care utilisation. In general, inhabitants of urban communities rated their health significantly better than rural participants. Although most urban and rural participants consider their access to health care as sufficient, they still experienced difficulties in receiving the requested care. The difference in employment rate between urban and rural communities in this study indicated that participants of urban communities were more likely to be employed. Consequently, participants from rural communities had a significantly lower available weekly budget, not only for health care itself, but also for transport to the health care facility. Urban participants were more than 5 times more likely to prefer a medical doctor in private practice (OR:5.29, 95% CI 2.83-988). Conclusion: Recommendations are formulated for infrastructure investments in rural communities, quality of health care and its perception, improvement of household socio-economical status and further research on the consequences of delay in health care seeking behaviour.
Introduction
Designing health care policies and programmes requires knowledge about health care seeking behaviour, so that possible difficulties with early diagnosis and effective treatment can be identified and so that appropriate interventions can be implemented. Early recognition of symptoms, presentation to health care facilities and compliance with effective treatment can reduce morbidity and thereby mortality [1, 2] . In addition, successful adherence to health care programmes is determined by the interactions of (ill) people with health care systems [3] . South Africa is currently experiencing an epidemiological transition in which it has to carry the so-called quadruple burden of disease, which presents a great challenge for designing health care policies and programmes. This quadruple burden refer to an increased burden of chronic diseases, maintenance of povertyrelated diseases, injuries and to a rise in infectious diseases associated with HIV and Acquired Immunodeficiency Syndrome (AIDS) at the same time [4] . Together with this epidemiological transition, South Africa is also experiencing a nutrition transition and a demographic transition. The nutrition transition encompasses a shift from a high prevalence of under-nutrition to diet-related noncommunicable diseases. The shift from a pattern of high fertility and high mortality to one of low fertility and low mortality is referred to as the demographic transition [5] . The process of shifting from a low-income country towards a middle-income country is associated with both negative and beneficial effects. Hence, the association between socio-economic status and health status is becoming more complex as a result of the slow growth of the economy and the ongoing urbanisation in South Africa. Chronic diseases are not only associated with persons of high socio-economic status; nor are infectious diseases only prevalent among persons of low socioeconomic status. Nevertheless, infectious diseases are primarily prevalent among the poor (black) community. This relation is, however, not inevitably present within a racial group. In addition, the differences between urban and non-urban residents of the African majority in terms of their health status can be partly explained by the distinct effects of urbanisation on health [6] . Franzini et al. [7] also indicated that individual self-rated health is affected by a complex interplay of neighbourhood characteristics and that neighbourhood poverty is an important contributor to health status. This poverty intensifies negative social processes at the neighbourhood level, such as disorder and racism, which in turn leads to poorer self-rated health [7] .
The different characteristics of urban and rural areas in South Africa contribute to a difference in terms of self-rated health [8] and possibly also in health care seeking behaviour. Health care seeking behaviour will be influenced by the individual self, diseases, and the availability and accessibility of health services. Dependent on these determinants and their interactions [9, 10] , health care seeking behaviour is a complex outcome of many factors operating at individual, family and community level. Therefore, health care seeking behaviour in an urban and rural African population was compared in order to formulate recommendations which will assist with the design of health care policies and programmes. A cross sectional design was followed on the baseline data of the PURE-SA-NWP study.
Methods
This study on health care seeking behaviour was part of the South African division of the Prospective Urban and Rural Epidemiological (PURE-SA) study focusing done in the North West Province (NWP) of South Africa on (changes in) lifestyle, risk factors and non-communicable diseases over a period of twelve years (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) (2017) . This study on health care seeking behaviour was designed as a case study on a representing sample of the 1999 participants in the PURE-SA-NWP study.
Research population
Rural and urban communities which represent four different strata of urbanisation in the North West Province, South Africa and where history predicted relative stability regarding migration, were identified for the longitudinal PURE-SA study. The four communities were all part of the Setswana culture in the North West Province and were selected to ensure that the focus would be on the possible differences between urban and rural communities and not between cultures. Two urban communities in and around Potchefstroom were chosen; the first was selected as an established urban community from the established part of the township adjacent to Potchefstroom and the second as an informal community from among the informal settlements that surround the established community. Two rural communities were chosen: the first is situated 450 km west of Potchefstroom on the highway to Botswana and the second is a deep rural community situated 35 km northeast from the first rural community. The second rural community is only accessible by gravel road. Both rural communities are still under tribal law and have the same chief. All the participants of the PURE-SA study (N = 1999) formed the population for this study. The inclusion criteria for participating in the PURE-SA study were: [1] living in one of the above-mentioned communities; [2] regarding oneself as being healthy (not being aware of any disease); [3] not taking medication for a chronic disease; [4] being older than 35 years; [5] not being pregnant; and [6] not being inebriated (while measurements were taken).
Sampling
Sampling of subjects in this health care seeking behaviour study followed a stratified random selection from the 1999 participants of the PURE-SA study. Structured interviews collecting quantitative as well as qualitative data, based on a data saturation approach were used. A total of 224 participants were interviewed of which 18 persons were excluded in the data analyses because of incomplete data. Of the 206 participants, 125 were urban inhabitants and 81 were rural inhabitants.
Research measuring instrument
The questionnaire used in this study consisted of 53 multiple-choice and open-ended questions. There were 11 qualitative questions on general demographic characteristics, occupation and income, housing, impact of several diseases and (access to) health care. The questions on health status (n = 2) were obtained from the Medical-Outcomes-Study (MOS) 36-item short form survey instrument. The score of general health was based on five items, namely 'In general would you say your health is. . .´, 'I seem to get sick a little easier than other people' , 'I am as healthy as anybody I know' , 'I expect my health to get worse' and 'My health is excellent' [11, 12] . The reliability of these five items together was considered acceptable, because the Cronbach's alpha was 0.78 [13] . Two rounds of face and content validity testing of the total questionnaire and to acquainting for cultural sensitivity were conducted on staff members of Setswana origin. Furthermore, it was pre-tested on members in the community who served as field workers to the PURE-SA study, and on ten participants in the PURE-SA study who were not included in this study.
Data collection
Data was collected by means of structured face-to-face interviews conducted by 14 fieldworkers (seven in the urban communities, seven in the rural communities) during a two-month period. The fieldworkers received training prior to conducting the interviews. The researchers initially accompanied each fieldworker for up to three interviews, to ensure the correct procedure. The interviews were conducted in the mother tongue of the participant. The participants were interviewed without disturbance in the privacy of their own homes.
Statistical analysis
The data was entered and analysed by means of Statistical Package for Social Science 15.0 for Windows software. After data cleaning, the dataset was tested for normality with the Shapiro-Wilk test and was found to violate the assumption of normality for several variables, which could not be improved by transformation. Therefore, several non-parametric methods (Mann-Whitney U test, Kruskal-Wallis test and Chi-square test) were used to analyse the data. Correlation was expressed as the non-parametric Spearman's Rank Order Correlation (rho). A p value of <0.05 was considered significant (confidence interval (CI): 95%).
Ethical considerations
Ethical consent for this study was granted as an addendum to the PURE-SA study approved by the ethical committee of the North-West University (Potchefstroom Campus), South Africa (number: 04 M10). Permission for the study to be conducted was also obtained from the Provincial Department of Health of the North West Province, the local government authorities of each town as well as the tribal chiefs in the rural communities. Participants received a written and an oral explanation of the study and of the purpose of the study in their mother tongue. Before participation in the study or in any follow-up action, all participants gave informed and written consent. Participation was voluntary and participants could withdraw at any time without consequences. Personal details and the collected data were stored completely anonymous. Table 1 summarises the socio-demographic characteristics of the participants of this study, separately for inhabitants of urban and rural communities. This data made it clear that significantly more females than males participated in both urban and rural communities (both p < 0.0005 [not shown in the table]). There was no difference between the urban and rural communities in this respect. The urban participants in this study were older and more of them were employed than participants of in the rural communities (respectively p = 0.010 and p = 0.002). Furthermore, the urban participants' available weekly budget was in general bigger (p = 0.029), particularly in the case of employed participants (p < 0.0005). There was also a significant difference between the sources of this income for the two groups (p < 0.0005). The major source of the available weekly budget for urban participants was labour, whereas diverse grants were the main source of income for rural participants. In the rural communities, the mean income from labour was R 46 per week and the mean income from diverse grants was R 125 per week.
Results

Socio-demographic characteristics
Health care seeking behaviour Health beliefs
Participants were asked to describe the impact of six diseases (cancer, diabetes, heart problems, HIV or AIDS, hypertension and tuberculosis) on a person's daily life. HIV or AIDS was identified as the disease with the biggest impact according to both urban and rural participants. A significant difference was found between urban and rural communities in terms of their rating of how diabetes, tuberculosis, cancer and heart problems impact on daily life. Participants in urban communities were more likely to rate the impact of diabetes (p = 0.021), cancer (p < 0.0005) and heart problems (p = 0.004) as large, whereas participants in rural communities were more likely to rate the impact of tuberculosis as large (p = 0.031). 76.5% of the participants (N = 204) agreed that people need medical help when they are ill or do not feel well. Of these participants, 23 .1% added that the person seeking medical help must be very sick/ill. There was a significant difference between urban and rural participants' responses to these statements. Participants in rural communities were more likely to agree with the first statement (p = 0.027), whereas urban participants more often added that someone who seeks medical help must be very sick/ill (p = 0.053). Furthermore, significantly more rural participants than urban participants expressed the opinion that people need medical help when they experience pain (p = 0.002).
Health status
The urban participants rated their health in general (on a scale of excellent [1] to poor [5] ) better than the rural participants (χ2 = 6.559; p = 0.015). There was also a statistically significant difference (p = 0.045) in the rating of health across different age groups in urban communities. This was reflected in rural communities (p = 0.053) Table 2 .
Urban and rural participants in the age group 55 to 64 years old rated their health the best. Within the urban community, the age group of 65 years and older older rated their own health the poorest, but among rural participants it was the age group of 35 to 44 years who rated their own health the poorest. Urban and rural inhabitants did not differ significantly in terms of their current rating of their health, compared to how they rated their health one year earlier: 28.5% of the rural participants and 34.6% of the urban participants rated their current health about the same as one year before, whereas 38.4% and 25.9% respectively rated their current health somewhat/much better than a year before, and 27.2% and 39.5% respectively rated it somewhat/much worse. This variable had a strong positive association with health ratings for both urban and rural communities (respectively r = 0.418, p < 0.0005 and r = 0.419, p < 0.0005). Participants, who rated their health as excellent, were more likely to report that their health had improved compared to one year ago. There was no significant difference between the urban and rural communities in terms of how participants rated their health now, compared to one year earlier; and the mean difference was respectively 0.66 (SD 1.2) and 0.79 (SD 1.1) on a scale of excellent [1] to poor [5] .
Almost half the urban (47.2%) and rural (39.5%) participants felt ill for one or more days in the preceding 30 days. Urban and rural participants did not differ significantly with regard to feeling sick on one or more days in the preceding 30 days and a medium negative correlation with rated health was found for both urban (r = −0.271, p = 0.002) and rural (r = −0.246, p = 0.028) communities. Both urban and rural participants who felt sick during one or more days in the preceding 30 days rated their health worse than the other participants. Furthermore, urban and rural participants rated the severity of their illness significantly different (χ2 = 22.711; p = 0.007); respectively with a mean of 6.7 (SD 2.93) and 5.1 (SD 2.21) on a scale of 0 (not severe) to 10 (severe). Of the participants who felt sick, 86.4% of the urban and 87.5% of the rural inhabitants did something which could help them to feel better. Most urban respondents were able to treat themselves successfully (92.2%), whereas rural inhabitants were less likely to do so (75.0%) (p = 0.015).
Health care utilisation 74.8% of urban and 75.6% of rural participants were of the opinion that, they had sufficient access to health care. There was no significant difference in this regard between participants living in rural communities and those living in urban communities. Reasons for not having sufficient access to health care included transport/ distance to health care facilities, financial constraints, and problems with the service. Problems with the service included provision and availability of medication, number and quality of the staff, facilities (including equipment), service hours and capacity (ability to accomodate all the patients within a reasonable time). There were no significant differences in this regard between rural and urban communities. Table 3 shows which health care provider was preferred by participants. Urban and rural participants differed significantly with regard to their preference for a health care provider (p = 0.001) ( Table 3 ). Inhabitants of urban communities preferred to visit a private medical doctor if there were no restrictions such as lack of money or transport, whereas rural participants preferred to visit a health clinic. Participants gave different explanations for their preference (Nurban = 99; Nrural = 65). Most urban participants referred to financial constraints (44.4%) and to the expertise of the health care provider (42.4%), whereas most rural respondents referred to treatment (availability and quality) (80.0%) and financial constraints (58.5%). Participants could provide more than one reason for their responses.
The number of visits to a private medical doctor in the preceding four weeks was not significantly different for urban and rural participants. A small number of urban respondents (3.2%) indicated that they never visit a private medical doctor, as opposed to 35.8% of the rural respondents. Most urban participants (82.4%) had not visited a private doctor in the previous four weeks, 12.8% only once and 4.8% two or more times. This pattern was similar for rural inhabitants, where the figures were respectively 80.2%, 14.8% and 5.0%. Table 3 summarises participants' motivation for visiting a private medical doctor. The motivation most frequently offered by both urban and rural participants is 'when a person is sick/ill or not feeling well' , although urban inhabitants more often added that the person needs to be very sick/ ill or not well at all. The health clinic was visited more often. The first and the second quartile were the same for urban and rural inhabitants, respectively 0 and 1 visit. The third quartile for the rural inhabitants was 2 visits and for urban inhabitants 1 visit indicating that Lliving in a rural community was associated with a higher number of visits to a health clinic (p = 0.002). A small number of both urban (2.4%) and rural (4.9%) participants never visited the health clinic. Almost half of the urban participants (46.0%) had not visited the clinic in the previous four weeks, 31.5% only once and 22.5% two or more times. Approximately a third of the rural inhabitants (32.1%) did not visit the clinic in this period, 19.8% only once, 27.2% twice and 20.9% three or more times. Table 3 summarises reasons for visiting a health clinic. Both urban and rural participants indicated that the main reason for visiting a health clinic was that a person was sick/ill or not feeling well. For urban participants the health clinic is also an important site for obtaining monthly treatment. A large number of participants, both urban and rural, reported that they never visit a traditional healer (respectively 67.2% and 69.1%), with no significant difference between urban and rural communities. Of the urban participants who did visit a traditional healer, 7.2% responded that they visited a traditional healer once or more (up to four visits) in the previous four weeks, compared to 12.3% of the rural participants (up to a maximum of three visits). Again, there was no statistical difference between urban and rural communities. Both urban and rural participants visited a traditional healer primarily to obtain help with social problems. Other reasons are summarised in Table 3 . Tables 4, 5 and 6 present the adjusted odds ratios for the preference of health care provider. The crude odds ratios have been adjusted for gender and age. Urban participants were slightly more likely to prefer a private medical doctor over a health clinic or traditional healer as preferred choice of health care provider than rural participants (OR = 0.17, p < 0.005) ( Table 4 ). This was confirmed by the second model, indicating that urban participants were more than 5 times more likely to prefer a private medical doctor or traditional healer over a health clinic as preferred choice of health care provider than rural participants (OR = 5.29, p < 0.005) ( Table 5 ).
Participants who reported that they visited a certain health care provider were asked to described, their expectations of that provider. Participants could report more than one expectation per provider. Urban participants' main expectations of their private medical doctor was to receive (the right) treatment (72.1%), to be examined (35.1%) and to receive help or to be healed (23.4%). Rural participants who visited a private medical doctor expected (the right) treatment (80.0%), to receive help or to be healed (30.0%) and to be examined (12.5%). Participants had similar expectations of the health clinic. (The right) treatment was an expectation among 86.3% of the urban participants and among 61.9% of the rural participants. 20.0% of the urban participants and 36.5% of the rural participants expected to receive help or to be healed, while. 68.0% of the urban participants expected to get traditional treatment from the traditional healer (muti and/or herbs); compared to 78.6% of the rural participants. In addition, 24.0% of the urban inhabitants expected to be healed or to receive help from the traditional healer, compared to 28.6% of the rural inhabitants. 
Discussion
The fact that more women than men participated in both urban and rural communities might be. because women are more likely to seek and use health care, possess greater knowledge about health, are compliant with a therapeutic regimen and monitor the health of others as well as their own health, [14] , although not explicitly explored in this study. Significantly fewer people in rural communities were interviewed as data saturation was quicker reached indicative of more homogeneousity. The difference between employment rate in urban communities and that in rural communities, as found in this study, indicated that members of urban communities were more likely to be employed. This is confirmed by Banerjee et al. [15] , who pointed out that unemployment has risen in South Africa since the first democratic elections in 1994, among several other reasons because there is a mismatch between places where jobs were available in the formal sector are and places where (unemployed) people live. Consequently, the available weekly budget for participants from rural communities was significantly smaller. The source of this income obviously differed for employed and unemployed participants. During the interviews, the researchers in the field probed for income from day jobs, especially in interviews with participants who considered themselves as unemployed. This still did not explain the unexpected difference between employed and unemployed rural participants with regard to their available weekly budget. The difference might be ascribed to factors such as that family members (e.g. adult children who are employed) regularly send money home to the unemployed family members. In rural communities, there were often more unemployed participants receiving grants than there were employed participants in paid work. In addition, the unemployed participants received more money in the form of grants than the employed earned through their labour. Most grants were Child Support Grants, which are provided by the government to ensure that caregivers of young children living in extreme poverty are able to access financial assistance in the form of a cash transfer to supplement, rather than replace, household income [16] . The review of the Child Support Grant in 2008 confirmed that among individuals who were eligible for the grant, caregivers in rural or informal urban areas were more likely to receive the grant than those in formal urban areas [16] . Participants living in urban communities rated their health significantly better than rural participants. Health status is linked to socio-economic status, and could therefore be related to the fact that unemployment is more prevalent among rural participants, who consequently have less money available to spend on good nutrition and health care. Although visits to governmental health clinics and (prescribed) medication at these facilities are free of charge in South Africa, transport to these services is not available for everyone, due to an absence of transport or a lack of money to pay for transport. This is especially the case in rural communities, where distances to health clinics can be relatively long [17] . Furthermore, there is a significant difference in terms of rated health across different age groups in urban and rural communities. Urban participants of 65 years and older and rural participants in the age group 35 to 44 years rated their health the poorest. The urban participants of 65 years and older possibly experience health problems associated with aging, whereas the health problems of the younger rural group could possibly be ascribed to the fact that the HIV prevalence among this age group is significantly higher than among the other age groups. The urban population is also older than the rural population, which could explain why the different age groups in the communities rated their own health differently. Almost half the urban and rural participants felt sick on one or more days in the preceding 30 days and both urban and rural participants who felt sick rated their health worse than other participants. Members of urban communities were likely to rate the severity of this illness higher, and most of them were able to treat themselves successfully, whereas rural participants were less likely to do so. Although medication is available for free at health clinics, there are often long queues, which makes going to the clinic a day trip. Urban communities have local pharmacies where medication can be purchased without a prescription, but rural areas lack these facilities.
Urban participants rated the impact of diabetes, cancer and heart problems on their daily lives larger than rural participants did. A possible reason why these diseases are reported more frequently by the older participants in urban communities is that these diseases better known among that age group. Effects of the epidemiological transition are also visible in these urban communities, and changes in lifestyle, including dietary and activity patterns, resulted in an increased incidence of noncommunicable diseases. Increasing urbanisation also accounts for increasing levels of stress and a decline of the traditional social support systems [18] . Rural participants, in turn, rated the impact of tuberculosis on their daily lives larger. Tuberculosis had a higher prevalence in rural areas than in urban areas and therefore had a bigger impact on the daily lives of rural participants. Most participants in both urban and rural communities rated the impact of HIV or AIDS as large and participants in both communities indicated that its effect was worse than that of any other disease. The prevalence of HIV or AIDS was similar in urban and rural communities.
Urban and rural participants have similar expectations of the different health care providers: they expect (proper) treatment and want to be healed or to receive help. However, urban and rural participants have different patterns of utilisation of health care providers. Members of urban communities preferred to visit a private medical doctor, whereas rural participants preferred to visit a health clinic. Again, this was also related to the available weekly income, since a health clinic provides free care and a medical doctor in private practice does not. Urban participants considered the care provided by a private medical doctor, for which they must pay, as superior to that provided by a health clinic, mainly because the service was better. Rural participants reported that they had to be very ill before they would visit a private medical doctor. The main motivation for visiting a doctor in private practice or a health clinic was the same for most urban and rural participants, namely because they were sick/ill or not feeling well. Another important reason for urban participants to visit a health clinic is to obtain monthly treatment for non-communicable diseases, such as hypertension and diabetes.
A large number of respondents, both urban (67.2%) and rural (69.1%), indicated that they never visit a traditional healer. This is confirmed by Hirschowitz et al., who found that 33.3% of the African urban population and 30.7% of the African rural population of South Africa visit a traditional healer [19] . In contrast, Pinkoane et al. [20] found that an estimated 80% of the black population use traditional medicine. Approximately a third of this study population (urban and rural) visited a traditional healer primarily to address social problems. Urban participants in particular would visit a traditional healer when Western science did not improve their condition. Significantly, rural participants attached equal importance to social problems and to incidents of suspected witchcraft as reasons for visiting a traditional healer.
25.2% of urban participants and 24.4% of rural participants described access to health care as insufficient. Most urban and rural participants considered their access to health care sufficient, although 55.0% of the urban participants and 45.6% of the rural participants experienced difficulties with accessing health care. Both urban and rural participants experienced difficulties with regard to transport/distances to facilities, financial constraints, and/or the service provided by the health care facilities, not to the same extent. Dissatisfaction with the service included problems with the provision and availability of medication, the number and quality of the staff, facilities (including equipment), service hours and the capacity (ability to attend all the patients within a reasonable time). Small available budgets restrict the choice of health care providers, both in the case of urban and rural participants, and may also compel people to delay seeking health care [21] . Furthermore, because the public health service in South Africa is overburdened and under-staffed, waiting times are excessive and consultation times too short to be effective [19] . These findings confirm results of previous studies that financial considerations [22] , perceived quality of a health care provider and the geographic location of the provider [23] are important criteria influencing an individual's choice [24, 25] .
Conclusions
The aim of this study was to explore whether there are differences between urban and rural communities in terms of health care seeking behaviour and what these possible differences encompass. This study identified several definite differences in health care seeking behaviour between members of urban and rural communities. The two groups differ in terms of their socio-economic characteristics, health status, health beliefs, prevalence of non-communicable and infectious diseases, and utilisation of health care. An important difference was the preference of health care provider; urban participants were more likely to prefer a medical doctor in private practice and rural participants were more likely to prefer a health clinic. Although most urban and rural participants consider their access to health care sufficient, they still experience difficulties with accessing the requested care. Based on the findings in this study, therefore, the following recommendations are made with regard to policy and practice:
(1) More infrastructure investments, including public transport, should be made to improve accessibility to health care, especially in rural areas. (2) The quality of health care and the perception of this care should be improved. This includes the provision and availability of medication, the number and quality of the staff, facilities (including equipment), service hours and the capacity (ability to attend to all the patients within a reasonable time). This should be a priority, in rural areas in particular, where returning migrants with chronic diseases pose a significant challenge to the health systems [26] . (3) A transdisciplinary health team and multi-sectoral approach should be used to improve household socio-economical status, among others by addressing the structural problem of unemployment. (4) Further research should be done on the consequences of delay in health care seeking behaviour, to decrease or possibly prevent the high costs of illness.
